Method of Operation Operation for all types of obstructive lesions of the left ventricular ouflow tract are performed through a median sternotomy incision. Gravity venous outflow to the pump oxygenator is established by insertion of cannulae into the superior and inferior venae cavae through the right atrium. Arterial return is effected by proximal cannulation of a common femoral artery. The ascending aorta is cross-clamped proximal to the origin of the innominate artery after bypass begins. A small cannula is inserted in the apex of the left ventricle and secured with a purse-string suture and tourniquet device. During bypass an operative field unobscured by blood is maintained by gentle suction to this cannula. The apical stab wound in the ventricle also provides a means for removing any residual air at the conclusion of bypass. 
flow tract between 1956 and 1964 in 296 patients with supravalvular, valvular, or subvalvular aortic stenosis. Congenital outflow obstructions include 105 patients with supravalvular, valvular, or subvalvular lesions, whereas the acquired category includes 191 patients with valvular stenosis. Thus, a total of 296 patients forms the basis for this report.
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Starr-Edwards prostheses21 and Magovern sutureless prostheses22 were used in approximately similar numbers of instances, and surgical technics for these operations are described in detail elsewhere.21 22 Cumulative results are summarized in table 7, which includes all deaths from all causes whether or not the death was related to aortic valve replacement. There were six hospital deaths, an Circulation, Volume XXXI, April 1965 
